Impaction in the oesophagus of an ingested foreign body is common, diagnostically challenging and potentially fatal. Computed tomography may help resolve difficult cases in which clinical suspicion of an impacted foreign body is high but where other imaging modalities have proved unsuccessful.
CASE HISTORY
A previously healthy man aged 60 came to casualty with dysphagia. That evening whilst eating some broth he had felt something stick in the back of his throat. He reported no haematemesis and had never experienced any difficulties with swallowing before. Findings on general and local examinations were unremarkable, as were plain X-rays of his oesophagus. The patient was therefore reassured and sent home with advice to seek medical attention should the symptoms recur.
Three days later he returned complaining of shortness of breath, right sided pleuritic chest pain and rigors. His dysphagia had resolved. On examination he looked unwell, with a pyrexia of 39°C. He was tachycardic with a pulse of 120 beats per minute, and blood pressure was 140/ 80 mm Hg. His respiratory rate was 40 breaths a minute and clinically he had a right pleural effusion, confirmed on chest radiography.
Further investigation revealed a leucocytosis (white cell count 14.0x 109/L; neutrophils 12.1 x 109/L), and deranged arterial blood gas results (PaO2 8.0 kPa; PaCO2 3.8 kPa; pH 7.46). Haemoglobin, platelet count and serum electrolytes were all within normal limits. Oxygen therapy was started together with analgesia, intravenous ceftriaxone and intravenous metronidazole. The patient was kept nil by mouth. After review by the ear, nose and throat surgeons, indirect laryngoscopy and a Gastrografin swallow were performed, both of which appeared normal. A week later the patient was still pyrexial and computed tomography revealed a calcified foreign body in the oesophagus ( Figure  1 ). At upper gastrointestinal endoscopy the same afternoon, is a serious and frequently encountered clinical situation1. Around 1500 people in the USA die as a result each year2. Impaction of such objects in the oesophagus and subsequent perforation of this viscus is associated with numerous complications, among them sepsis, with its associated mortality1. To minimize the chance of such complications developing, impacted objects must be localized quickly and accurately to facilitate early removal.
Patients in whom there is a strong suspicion of foreign body impaction but where none can be found on examination (including indirect laryngoscopy) present a clinical challenge. Options for further investigation include plain X-rays, barium swallows, oesophagoscopy and computed tomography3'4. Difficulties with interpretation of plain oesophageal radiographs relate to confusion between impacted bones and normally ossified laryngeal cartilages and additionally the fact that numerous foreign bodies, including some bones, are radiolucent5. With respect to fish bones, radiolucency varies considerably between species, making a negative plain X-ray result meaningless unless the exact type of fish eaten is known5. As an adjunct to plain X-rays, barium swallows may be used to increase diagnostic accuracy, although as illustrated by the case described here, false negative results may mislead3.
When identified, bones and other foreign objects often require removal by oesophagoscopy3. In view of the difficulties with X-rays and barium swallows, some commentators have advocated oesophagoscopy in all patients in whom there is a strong suspicion of an impacted foreign body2. However, the morbidity and mortality risks associated with the procedure have led others to advocate its use only in carefully selected patients after radiographic localization1.
Computed tomography is rapid, widely available and often less distressing to patients than oesophagoscopy. In addition it is probably better at both detecting small minimally calcified foreign bodies and revealing local tissue damage stemming from the impaction in, or perforation of, surrounding structures4. 1999;92:467-468 Gastrointestinal tuberculosis was common before the advent of effective antituberculous chemotherapy but has become distinctly less sol. Nevertheless, the incidence of tuberculous infection has ceased falling and there has been a change in the pattern of the disease with a rise in nonpulmonary disease, particularly in patients from the Indian subcontinent2.
A 42-year-old man from Pakistan was treated at another hospital for a perianal swelling thought to be an abscess. It was incised and drained but, despite initial healing, it recurred a few weeks later. On referral to our hospital with abdominal pain due to peptic ulcer disease a left-sided discharging perianal fistula was noted, and surgical exploration showed that it extended to the ischiorectal fossa and supralevator area; no internal opening into the rectum was seen. Histological examination revealed a single non-caseating granuloma with negative Ziehl-Neelsen stains for tuberculosis. Diagnostic polymerase chain reaction (PCR) for Mycobacterium tuberculosis complex primers was negative. Barium studies of small and large bowel showed no evidence of inflammatory bowel disease. Serum alpha-I acid glycoprotein was marginally raised at 1.2 g/L (normal 0.4-1.1). Fluorescent antibody titres for amoebiasis were negative. Chest X-ray was normal. The patient became febrile and reported increasing pain in his left hip, worsened by external rotation. He was examined under anaesthesia and further biopsies and microbiological samples were taken. Magnetic resonance imaging (MRI) showed an increased signal down the left thigh medial to the femur and superiorly along the iliacus inside the pelvis (Figure 1) .
Despite the negative investigations it was decided to treat empirically with antituberculous drugs and, in fact, cultures from the second curetting subsequently grew a single colony of a fully sensitive M. tuberculosis. After 10 days' treatment with quadruple therapy (rifampicin, isoniazid, pyrazinamide and ethambutol) his fever settled and his fistula stopped draining. A repeat MR scan of the pelvis two months after the start of treatment showed a reduction in the iliopsoas abscess. COMMENT Gastrointestinal tuberculosis, which affects the peritoneum and ileocaecal region much more commonly than the rectum and anus, is believed to arise either from ingestion Medical Chest and 1Academic Surgical Unit, Castle Hill Hospital, Cottingham, East Yorkshire HU16 5JQ, UK Correspondence to: Dr M Greenstone
